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doi:10.1016/j.pedneo.2012.01.015We present a report of three young infants with unusual intestinal obstruction caused by
potato bezoar. They presented with vomiting, irritable crying, and abdominal distention.
Barium gastrointestinal series clearly revealed intraluminal filling defect in the duodenum in
two cases and ileum in one. Those bezoars in the pylorus and duodenal bulb were all success-
fully retrieved endoscopically. The patient’s abdominal symptoms subsided after the bezoars
were eliminated; no subsequent gastrointestinal events occurred in the following months. The
authors believe that the occurrence of these cases suggest that feeding mashed potato to
young infants (4 months) should be prohibited because it can result in bezoar formation.
Copyright ª 2012, Taiwan Pediatric Association. Published by Elsevier Taiwan LLC. All rights
reserved.1. Introduction
Food-related, bezoar-associated gastrointestinal (GI)
obstruction in infancy is uncommon.1 The most common
bezoar reported in infancy is lactobezoar.2,3 We herein report
three young infants with unusual intestinal obstructionf Gastroenterology, Depart-
ren’s Medical Center, Chang
University College of Medi-
oyuan 33305, Taiwan.
om (H.-C. Chao).
an Pediatric Association. Publishcaused by feeding ofmashed potato. Endoscopic examination
revealed bezoars in the stomach and duodenum. To the best
of our knowledge, there has been no report of intestinal
obstruction caused by potato bezoar in infancy.
2. Case Reports
2.1. Case 1
A 3-month-old female infant suffered from decreased
appetite, abdominal distention, and vomiting for 3 days. At
admission, she appeared dehydrated, and her vital signsed by Elsevier Taiwan LLC. All rights reserved.
Figure 1 An abdominal ultrasound revealed diffuse dilated
bowel loops and an echogenic image with hyperechoic arc-like
surface (arrows) casting posterior acoustic shadow in bowel
lumen, suggesting an impacted bezoar.
Figure 2 An upper gastrointestinal series revealed an
impacted round intraluminal filling defect (arrow) in the
second portion of the duodenum.
152 H.-C. Chao et alshowed tachycardia (156 beats/min). Hemography showed
unremarkable results. Biochemistry tests showed hypoka-
lemia (2.8 meq/L). Plain abdominal radiograph showed
dilated stomach. Endoscopy was performed, revealing
a bezoar impacted in the pylorus; then, the bezoar was
sliced by snaring it into two pieces and removed. After
tracing the feeding history of the patient, we found that
she had been fed with mashed potato 1 day before onset of
symptoms. Improvement of abdominal distention and
vomiting were found on the following days. The patient had
a smooth diet with liquid and rice, and she experienced an
uneventful course and normal growth in the following
months.
2.2. Case 2
A 4-month-old male infant presented to the emergency
department with a 2-day history of irritable crying, vomit-
ing, and abdominal distention. On physical examination, he
appeared severely dehydrated. The vital signs showed
tachycardia (155 beats/min). The abdomen was distended
with hypoactive bowel sounds; there was neither tender-
ness nor a palpable mass. Blood tests revealed leukocytosis
(12,700/mm3), hyponatremia (127 meq/L) and hypokalemia
(2.9 meq/L). After fluid resuscitation, electrolyte replace-
ment, and placement of a nasogastric tube were per-
formed, the patient had persistent abdominal distention on
the following day. The patient’s mother recalled that the
child was fed with mashed potato 12 hours before the onset
of symptoms. Endoscopy was performed, revealing a bezoar
impacted in the pylorus. The bezoar was retrieved endo-
scopically by grasping forceps. The patient had progressive
abdominal distention, and his vomiting did not subside 1
day after bezoar retrieval. Plain abdominal radiography
demonstrated small-bowel ileus. Abdominal ultrasound
revealed diffuse dilated bowel loops and an echogenic image
with hyperechoic arc-like density, with surface casting
a posterior acoustic shadow in a dilated bowel, suggesting
the remaining bezoar (Figure 1). A round bezoar (2.5 cm in
diameter) passed through the intestinal tract on the next
day, and the patient experienced an uneventful recovery.
2.3. Case 3
A 3-month-old male infant presented to the emergency
department with bilious vomiting, abdominal distention,
and irritable crying for 2 days. At admission, he looked
acutely ill with severe dehydration, and vital signs showed
tachycardia (150 beats/min). Blood tests revealed leuko-
cytosis (17,600/mm3), hyponatremia (130 meq/L) and
hypokalemia (3.0 meq/L). Plain abdominal radiography
revealed dilated stomach and duodenal bulb, indicating
duodenal obstruction. An upper GI series demonstrated an
intraluminal filling defect impacted in the second portion of
the duodenum (Figure 2). From detailed interrogation, it
was found that the patient had been fed with mashed
potato a few hours before onset of symptoms. Emergency
endoscopy revealed dilated, hyperemic duodenum with
milk retention. After suction of the retained milk, a bezoar
impacting in the duodenum was visualized. The bezoar was
retrieved and sliced by snare forceps, and then retrievedsuccessfully. The patient’s irritable crying, abdominal
distention and vomiting ceased from the second day of
admission. A small bowel series was performed 2 months
later, revealing normal caliber and smooth flow in the
duodenum, jejunum and ileum.
3. Discussion
Our results agree with the claim that diagnosis of GI bezoars
can be made on the basis of history, clinical features and
plain abdominal radiographs if the condition is suspected.4
Hypokalemia was consistently found in our patients due to
persistent vomiting and anorexia. On the basis of our
Medline and Google searches, potato peels were reported
to cause gastric phytobezoars, especially in gastrectomized
patients,5,6 whereas peeled mashed potato feeding causing
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consists mostly of carbohydrate, whose predominant form
is starch; a small portion of such starch is resistant to
digestion by enzymes in the stomach and small intestine.7
Cooking method can affect the proportion of such
digestion-resistant starch, which increases to 7% after
cooking and 13% after cooling.8 Propulsion of food down the
GI tract relies on the coordinated action of muscles in the
bowel wall. Carbohydrate digestion is normally an efficient
process that is completed in the distal duodenum. Infants
<6 months of age normally have low levels of a-amylase
activity in the duodenum and therefore have potential for
starch maldigestion.9 The muscular action of digestion is
relatively immature in infants; their migrating motor
complexes may occur less often, hence the ineffective
propulsion. We speculate that bezoars are formed by the
immature muscular action of digestion, and maldigestion of
mashed potato in early infancy.
Bezoars have been reported in the small bowel, most
commonly in the jejunum and ileum, but rarely in the
duodenum. Dysmotility of the duodenum following surgery
for jejunal atresia may lead to bezoar formation,7 yet no
congenital or any predisposing factors were found in the
case with bezoar impacted in the duodenum. Radiolucent
bezoars cannot be visualized on plain radiographs. There-
fore, symptoms suggesting bezoar-associated obstruction
warrant investigation. Barium studies have been shown to
be effective in the diagnosis of bezoars and can be used to
outline concretion in the stomach or small bowel.10 The
classic appearance of bezoars on barium study is an intra-
luminal filling defect with a mottled appearance, and
dilated intestinal segments can be seen proximally.10,11
Sonographic features of an intraluminal mass with
acoustic shadowing or strong first-interface reflection of
sound and dilated bowel loops could lead one to include
bezoar-induced intestinal obstruction in the differential
diagnosis.12,13 In comparison to sonography and barium GI
series, computed tomography shows more effective exhi-
bition of characteristic bezoar images, and reveals
concomitant gastric and intestinal bezoars.13 The diagnosis
of bezoar by computed tomography is based on identifying
a low-density intraluminal mass containing air bubbles and
exhibiting the characteristic mottled appearance.13,14
Multiple bezoars occurred in one of our patients, and
similar situations have been reported previously.4,13,15
When a child has a small bowel obstruction caused by
a bezoar, the stomach needs to be thoroughly evaluated
because the incidence of concurrent gastric bezoars is
approximately 20%.16 From the experience of Case 2, we
suggest a forthcoming clinical evaluation of a possible small
bowel obstruction when there is a gastric bezoar retrieved
by endoscopy. Small bezoars in the stomach may be
retrieved endoscopically or eliminated by enzymatic frag-
mentation. Surgery is reserved for those patients who have
complications of obstruction, perforation, or GI bleeding.We conclude that mashed potato feeding should be
prohibited in infants aged 4 months because it can result
in bezoar formation. Abdominal symptoms usually appear
within the first 24 hours if such a condition occurs. Flexible
endoscopy offers an effective method for removing bezoars
impacted in the stomach and duodenum. An intraluminal
mass with the surface of a highly echogenic arc-like echo
and acoustic shadowing on abdominal ultrasound helps to
diagnose intestinal bezoars. Cautious follow-up of abdom-
inal symptoms is necessary if the bezoar has passed beyond
the pylorus, or if it has been retrieved endoscopically.References
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